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Abstract
Comfort is an essential concept related to end of life care. Webster’s (2004) defines 
comfort as “ freedom from pain, want, anxiety, encouragement or discomfort.” The aging 
process of the body brings about increasing discomfort (Malinowski & Staimler, 2002). 
At the start of the 21st century, the oldest of America’s 76 million baby boomers are in 
their mid 50s and the youngest are approaching age 40 (CMS, 2004). As advances in 
medical technology continue to extend life, these aging Americans will have to contend 
with the aches, pains and progressive disabilities of chronic illness. The need for 
specialized palliative care to improve comfort and quality of life for this population is 
prolific. Using Katherine Kolcaba’s, Comfort Theory, the purpose of this research is to 
explore the role of the nurse practitioner in end of life care. A computer search was 
conducted through CINAHL, MEDLINE, and COCHRANE library resulting in 2875 
articles pertaining to the nurse practitioner’s role in end of life care. Key findings from 
the systematic review of data-based and theory-based literature were compared with 
current practice guidelines, resulting in a number of best practice recommendations and 
implications for future research.
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CHAPTER I 
Dimensions o f the Problem
The need for comfortable, high-quality, cost-effective healthcare has continued 
to rise in this country. (Centers for Medicaid and Medicare Services, 2004). As America 
moves into the 21st century, a new health care crisis regarding how people die has 
emerged. In the beginning of the 20th century people died at an earlier age and did not 
enjoy the benefits of preventive care. Hamric, Spross and Hanson (2005) indicated that 
Americans now live longer creating a phenomenon known as the “graying of America”. 
Americans are living with many more chronic illnesses. The challenge of caring for the 
chronically and terminally ill population has increased by shortages of health care 
providers (Abyad, 2004).
As a result family members are assuming the responsibility for providing most of 
the care for their aging family members. A recent Gallup poll showed that 90 percent of 
Americans prefer to die in their own homes, while only 20 percent can realistically 
expect to achieve this goal (Gabany, 2000). Caring for the chronically and terminally ill 
aging population has been hindered by a lack of health care providers who have training 
and expertise in end of life care.
Comfort was an essential concept in end of life care. Webster’s Revised 
Unabridged Dictionary (2004), defined as “ assistance, relief, support; encouragement, 
solace, consolation in trouble, also that which affords consolation; a state of quiet 
enjoyment, freedom from pain.” Evidence Based Practice (EBP) has guided the nurse
practitioner to develop and implement comfort measures and end-of-life care 
interventions that meet the needs of the patient and patient’s family members (Center 
for Medicaid and Medicare Services, 2004). The nurse practitioner needed to analyze, 
identify, research and evaluate interventions or strategies to determine what effectively 
met the needs of patients. Historically, nursing focused on providing comfortable, 
effective care for the patient throughout the continuum of life, from birth to end-of-life. 
This project examined the literature related to the role of the nurse practitioner in end of 
life care.
Problem Statement
Access to high quality care at the end of life was not universally available 
(Thomas, 2005). The gains with regard to end-of-life care that have been made in the 
past decade related to end of life care were at risk given the significant growth of the 
elderly and chronically ill population and a shortage of expert practitioners (Rousseau, 
1995). One demonstrated and cost effective response to this health care crisis was better 
utilization of nurse practitioners (Green, 2004). Nurse practitioners have the knowledge 
and expertise to make substantial contributions to meeting the patient and family 
members’ needs while maintaining social and fiscal accountability (Green, 2004). The 
knowledge base of the nurse practitioner’s role was limited. New interventions to 
increase the knowledge base about the role of the nurse practitioner in end of life care 
must be identified.
Statement o f  the Purpose
Nurse practitioners have asserted the belief that patients achieve a comfortable 
and self-determined death (Borbosi, Redden and Votton, 2005). The purpose of the 
study was to examine theories and information regarding the role of the nurse 
practitioner in end of life care. The study also illuminates the barriers that hinder the 
nurse practitioner in end of life care.
Areas o f weakness were identified through the literature review and methods 
that provide more effective end of life care were discussed. The Theory of Comfort as it 
relates to the role of the nurse practitioner in end of life care was examined. Finally, the 
literature sought implications for future research.
Significance o f  the Study 
A computer search utilizing CINAHL, MEDLINE, and the Cochrane Library 
provided a limited number of articles pertaining to this subject. Terms utilized in the 
search are illustrated in Table 1.
Table 1





















nurse practitioner and comfort 2 CINAHL
1 MEDLINE
1 COCHRANE
End of life care and Kolcaba 4 CINAHL
3 MEDLINE
0 COCHRANE
Palliative care and Kolcaba 0 CINAHL
3 MEDLINE
0 COCHRANE
Note: CINAHL = Cumulative Index to Nursing and Allied Health Literature, MEDLINE = Medical 
Literature Online, COCHRANE = Cochrane Library (Cochrane Database of Systematic Review, Cochrane 
Database of Abstracts of Reviews and Evidence, and Cochrane Clinical Trials Register).
The nurse practitioner has a history of embracing the holistic approach to patient 
care and was better prepared for the diversity and challenge of meeting the needs and 
caring of the aging population (Shuler, Huebscher, & Hallock, 2001). However, the 
databases reflected that knowledge of the nurse practitioner’s role in end of life care is 
limited. Despite the impressiveness of technological opportunities, dying is inevitable. 
The provision of optimal care to dying patients has received increased focus.
Theoretical Foundation
Katherine Kolcaba’s Comfort Theory was used to guide this project. The absence 
of pain, anxiety, and other physical discomforts has been identified necessities to patients 
who were receiving care at the end of life. Kolcaba (1994) stated that comfort was a goal 
of nursing. The word “comfort” was used in many nursing theories; however, a clear 
definition was lacking. In 1991, Kolcaba expanded and clarified the definition of 
comfort by creating a middle-range nursing theory (Tomey & Alligood, 2002).
Today, comfort has been defined in nursing as a state of being, mind and spirit 
(Kolcaba, 1994). Bodily comfort entails having physical needs met and the absence of 
pain. Mentally, comfort comes through security, and freedom from worry. Spiritually, 
comfort was found in one’s belief in a higher power (Kolcaba, 1994). Kolcaba’s 
definition of comfort included ease, relief, and transcendence (Tomey& Alligood,
2002). Comfort was separated into four contexts: physical, interpersonal, psycho 
spiritual, and environmental. The physical context pertained to the body. Interpersonal 
relationships described the social context. Psycho spiritual involved self-awareness and 
one’s belief in a higher order and the environmental context involved one’s backdrop 
for human experience.
Comfort has been identified as a significant concept in end of life care. 
Developing a thorough understanding of clinical therapies to promote comfort was 
critical to holistic practice. According to Kolcaba, the maintenance of comfort yielded 
improved functions, faster healing processes, and improved quality of life for the 
patients. The achievement of this level of care has been identified as a goal for patients 
within the scope of advanced practice nursing.
Definition o f  Terms
End o f  Life Care
Theoretical. Individualized care to decrease suffering and distress from a 
physical, psychological, social, and spiritual standpoint in patients who are terminally ill 
(Centennial Edition, 1999).
Operational End of life is considered to be the care given during the final six 
months to two years before death. (Center for Bioethics, University of Minessota, 2005). 
Nurse Practitioner
Theoretical The nurse practitioner is an advanced practice registered nurse who 
has a master’s or doctoral degree in nursing, including a concentration in a specific area 
of nursing, as well as ongoing clinical experiences. In addition to direct practice, the roles 
of the nurse practitioner include: educator, consultant, researcher and leader (American 
Nurses Association, 1995).
Operational A nurse practitioner is prepared at the graduate level and board 
certified by the American Academy of Nurse Practitioners or the American Association 
of Colleges of Nurses. Nurse practitioners diagnose problems, prescribe medications,
provide education to patients and families, and assist the patient to maintain health and 
quality end of life care (Green, 2004).
Palliative Care Team
Theoretical Palliative care refers to interdisciplinary team-based care for 
persons and their family members who are experiencing life-threatening illness or injury. 
Palliative care addresses the physical, emotional, social and spiritual needs and seeks to 
improve quality of life across the illness, dying trajectory (Last Acts: Precepts of 
Palliative Care, 1997).
Operational An interdisciplinary health care team that covers hospice 
enrollment and services, pain management, advance care planning communication, and 
quality improvement techniques. (Hanson, Reynolds & Kirchoff; 2005).
Research Questions
For the purpose of this study, the following research questions were generated:
1. What is the role of the nurse practitioner in end of life care?
2. What barriers do nurse practitioners face regarding end of life care?
Delimitations
Literature was delimited for the purposes of this integrative literature review to 
the following:
1. Literature that pertains to end of life care.
2. Literature, which is sensible through CINAHL, MEDLINE, or the 
COCHRANE databases.
3. Literature that is available through the Mississippi University for Women 
library and interlibrary loan program.
4. Literature that is available in the English language or translated into English 
abstracts.
Limitations
Information obtained from this study cannot be generalized beyond the 
scope of the literature the researcher reviewed. The generalizability of the findings is 
further impacted by the lack of nursing research related to the role of the nurse 
practitioner in support of patients and families experiencing end of life care.
Assumptions
It is assumed that the data gathered for this research was performed in an ethical 
manner and reported ethically by a rigorous research process. The assumptions are as 
follows:
• There was an established role for the nurse practitioner in end of life care.
• Due to the lack of knowledge about the nurse practitioner’s role, the nurse 
practitioner is under utilized in end of life care settings.
Summary
This chapter provided the background for the research project concerning the 
role of the nurse practitioner in support of patients and patient’s family members 
experiencing end of life care. Katherine Kolcaba’s Comfort theory served as the 
theoretical foundation for the project. Research questions were provided to guide the 
systematic literature review.
CHAPTER II
Review o f  Literature
This investigation was an evidenced based practice systematic review of 
literature, which summarized research on the nurse practitioner role in end of life care.
By identifying the gaps and weakness in prior studies this project encouraged further 
research for nurse practitioners and nurse practitioner students who currently participate 
in the end of life care. A summary of current literature regarding the role of the nurse 
practitioner during end of life care was provided.
CINAHL, MEDLINE and the Cochrane Library were used to obtain relevant 
literature concerning the nurse practitioner’s role in the end of life care. The search terms 
included “end of life care”, “nurse practitioner,” and “palliative care.” The reference 
listings accompanying each article were manually reviewed for further articles related to 
the subject. Articles were chosen based on their inclusion of at least one of the search 
terms and relevant concepts.
The systematic review of the literature began with CINAHL to attain and review 
nursing literature that was pertinent to the role of the nurse practitioner in end of life. 
Cochrane and Medline databases were evaluated for further relevant literature. Journal 
articles were obtained from interlibrary loan through Mississippi University for Women 
and the Baptist College of Health Sciences Library. In this chapter, variables were 
presented as it emerged from the developing knowledgebase.
An Overview o f the Healthcare Literature
Related to the Nurse Practitioner Role
In Huey-Ming’s (2002) data-based descriptive article published in the Journal o f  
Nursing Administration, the article concisely described the correlation between nurses' 
job satisfaction factors and job expectations. In end of life care, being knowledgeable of 
the roles and job requirements are essential to patient care. To be knowledgeable of 
one’s function, one must look at factors that affect the overall job and job expectations. 
The article provided definitions of the eight aspects for the job satisfaction. Ming’s 
criteria for job satisfaction, self -growth, interaction with other, and working 
atmosphere, were the three characteristics utilized to establish a framework. Pertinent 
information from the palliative care brochures were listed to establish a framework 
describing the role of the nurse practitioner in the end of life care setting. Research, 
Education, Psychosocial Support, State of the Art Treatment, Prevention and Early 
Detection Booklet, Families Adapting to Cancer Through Education and Support and the 
Palliative Care Brochure were the brochures that were reviewed. Weaknesses found in 
the brochures were also identified.
Self-growth, development and challenging work was the first area reviewed. In 
the interdisciplinary team that participates in palliative care, nurse practitioners were 
not mentioned in the literature. Nurse practitioner did not participate in the research or 
the writing of the brochures. None of the literature reviewed, encouraged continuing 
education on the topic for health care providers.
Interaction with patients and family members was the second criteria reviewed. 
The attending physician was mentioned as the key figure in interaction with patients
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and patient’s family members. The literature described the palliative care team as 
nurses, chaplains, social workers and case managers. Leadership style was also 
reviewed. The route for initiating and accessing end of life care was thoroughly 
described. Informing the attending was the initial step in beginning end of life care. 
The other members of the interdisciplinary team worked directly with patients and 
family members to inform the attending physician of the patients’ wishes. A 
collaborative relationship with physicians and other interdisciplinary staff were 
discussed in the brochure.
The palliative care brochures were accessible on nursing care’s websites. 
Concerns and issues that were not addressed on the websites were reviewed in the hard 
copies of the brochures located in the hospital setting. Human Resources, Case 
Managers and Social Workers provided manuals and pamphlets on palliative care. No 
new literature had been printed since 2005. Human Resources policies were reviewed. 
The Human Resources policies were compared to the identified criteria from the 
selected journal article.
The weaknesses found in the Palliative Care policies were compared and 
reviewed. Secondary research sources were utilized to establish the significance of the 
research. Upon reviewing the literature, the sources constructed a functional 
identification that encouraged an increase in the knowledgebase of the nurse 
practitioner’s role in end of life care. The chosen brochures provided a guideline to the 
most significant issues and trends in palliative care. The articles also served as the 
standard for comparison with the present palliative care practices and policies.
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In a research study by Bryant and Graham (2002) that was indexed in CINAHL a 
number of variables were explored. The authors tested nurse practitioners regarding client 
satisfaction and quality of care. The data based study utilized the Client Satisfaction Tool in 
a descriptive (n=506 clients; n=36 NPs; n=26 practice sites) methodology. The theoretical 
foundation for the study was the concepts of client singularity, client-professional 
relationship, and healthcare outcomes are inter-related.
Strengths of the study included the design that explored 36 nurse practitioners from 
26 different sites in varied practices including private, group, community health, and public 
clinic settings. A weakness of the study was the lengthy written questionnaires that could 
be a source of error as subjects tire of questions and complete the survey too quickly. 
However, the study provided a foundation for further research. A threat to the study was a 
lack of clarity in definition of terms and method, which may account for potential skewed 
findings.
The study addressed the issue that little research had been published regarding 
research measurement of evaluation of the quality of care, which was provided by the 
nurse practitioner. The study also documented how often disappointment surrounding 
family members who were left with unpleasant feelings regarding their loved one’s death 
occurred. Indications from the study included the finding that more needed to be done to 
secure comfort for patients during this time.
End of Life Care: Intensive Care Nurses’ Experiences With End-of-Life Care by 
Kirchhoff, Sphuler, Walker, Hutton, Cole and Clemmer (2003) was a data-based 
descriptive study. Cure to comfort was the goal of the article.
Strengths of the study showed the behaviors of the nurses in end of life care
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health care professionals. The behaviors included responding after death had occurred 
(respect, peaceful bedside scene), responding to the patient’s family, responding to anger 
(by showing empathy), responding to colleagues, providing comfort, and enhancing 
personal growth. When nurses and physicians in five hospitals were surveyed about the 
care of patients near the end of life, about half reported that they had acted against their 
conscience in providing care to these patients. Four times as many respondents were 
concerned about over treatment than were concerned about under treatment. In an 
ethnographic study of families and care providers in the ICU, Reckling found differences 
in opinions about withholding or withdrawing care and factors associated with that 
decision, such as patient prognosis. The person responsible for making the decision 
whether to withhold or withdraw care (usually the physician) was not the same as the 
person who physically carried the order out (often a nurse). Nurses felt that they were 
torturing patients in situations in which pain medications were limited to avoid affecting 
patients’ physiological status.
Another strength of the project dealt with the cross-sectional descriptive design 
with four focus groups which was used to assess experiences of ICU nurses in end-of-life 
care. Each group met once. The focus group approach was originally developed by 
marketing specialists to assess consumers’ preferences and perceptions of a product. This 
technique was successfully adopted by other disciplines, including healthcare, in which it 
had been used to address quality improvement issues, 18 patients’ decision making, and 
the kind of care that dying patients and their families receive.
A weakness of the study was that the study only mentioned six nurse 
practitioners. The focus group moderator was an experienced, doctorally prepared.
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psychiatrie nurse faculty member with an active psychotherapy practice. This faculty 
member had extensive experience in interviewing and group leadership. Five master’s 
prepared nurses were noted. The opportunity of the project dealt with the fact that such a 
diverse population was utilized. Twenty-one registered nurses from two hospitals 
participated in the focus groups. In one hospital, 37% of the nurses who agreed to come 
to the group and actually came. In the second hospital, this was true of 58% of the 
contacted nurses. In some instances, after committing to come, the nurses called in before 
the group met with reasons that they could not attend, such as a sick child or an auto 
accident. In other instances, the nurses said that they would come, but did not do so and 
did not call.
All respondents worked in a specialized ICU, inclusive of medical, surgical, 
neurosurgical, trauma, coronary, thoracic, and burn units. Mean age of the respondents 
was 39 years, and the respondents had a mean of 14.3 years of registered nursing 
experience (6-33 years).Respondents had 2 to 22 years of experience working in an ICU 
(mean, 10.57 years). All respondents were women, and the majority were members of the 
Church of Jesus Christ of the Latter-Day Saints (n = 12). Eleven of the registered nurses 
had a bachelor’s degree, five had a master’s degree, and five had a diploma. Twenty 
respondents (95.2%) had a personal experience with the death of a relative. In their ICU 
experience, 20 respondents had experiences with more than 10 dying patients (the highest 
response option), and one respondent had experiences with between five and 10 dying 
patients.
Another opportunity that the study provided was that it allowed the nurses and the 
nurse practitioner’s to discuss the respective roles. Nurses and nurse practitioners were
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trying to provide optimal care to dying ICU patients in difficult situations. Areas 
requiring change or interventions were determined. Better communication among 
physicians and between physicians and patients’ families is needed, as was indicated in 
the report from the Institute of Medicine.
Anticipatory guidance for families may facilitate the collaborative agreement that 
nurses indicate results in a peaceful death and satisfactory closure. Giving caregivers 
better support with education about and resources for end-of-life care permitted provision 
of a higher quality of care. Lack of clarity about prognosis, different timetables of 
caregivers or patients’ families for the transition from curative care to comfort care, and 
the multiple people involved in the decision making and the provision of care 
compounded the stress of the situation. Improved communication among all of these 
groups, clearer prognostic indicators, advance planning and earlier discussions, and more 
education for caregivers are necessary for change to occur. Future research should 
include gathering the perceptions of the other participants in care, the physicians, 
therapists, social workers, and so on, as well as patients’ family members and other 
visitors. Patients, when possible, should be included; those patients who survive despite 
expectations to the contrary may be able to remember some aspects of the ICU stay.
Several threats to the study were present. The first limitation was that the response 
rates of the nurses were not optimal for generalizing to all eligible staff in the units. 
Nurses who had difficulty with the topic or did not think that they had something to offer 
to a discussion were more likely to be among the non-responders. Nurses and nurse 
practitioners with skill in end-of-life care or who felt good about their experiences may 
be over- represented, and the results presented are a “best case” scenario.
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A study by Resnick & Andrews (2002) indexed in CINAHL was a data-based 
descriptive (N=135) study, which explored the following variables: advanced directives, 
end of life, end of life care, treatment preferences, and older adults. Strengths of the study 
included face-to-face interviews that were done twice one year apart in private interviews 
in the patient’s apartments or their healthcare outpatient centers offices. Weakness was the 
focus of the research, which could have concentrated less on demographic factors and 
focused more on the individual’s attitudes towards life and death and also how this impacts 
the life and death situation on the family members. The outcome of the study provides the 
foundation for continued research regarding the identified need to explore many factors 
that could possibly influence the treatment choice at end of life. Threats of the study were 
the lack of clarity in the definition of terms that may obfuscate authors intended meaning.
This study’s purpose was to research end of life care and treatment preference of 
the older adult and for testing the impact of the nurse practitioner’s ability to initiate 
interventions to help facilitate completion of the treatment preference of these patients care 
at end of life. The study findings suggested that the majority of these older adults did not 
want life sustaining interventions during this end of life stage. Patients’ preference was to 
be kept comfortable. However, the patient’s preference did change over time which 
indicated a need for follow-up in which to address the needs and wishes of those facing end 
of life care.
Nurse practitioner’s were shown to have understanding in the treatment of end of 
life care patients. Options and implications of older patients were to treat them with a 
holistic approach. Nurse practitioners revealed the ability to establish a relationship that 
assured the older adult’s treatment and wishes were closely implemented.
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An Overview o f the Healthcare Literature 
Related to Nurse Practitioner Barriers to End o f Life Care
A 2005 data-based descriptive (N=82) study by Beckstrand and Kirchoff found that 
some of the biggest obstacles to appropriate end-of-life are in the intensive care unit were 
behaviors of patients’ families that remove nurses from caring for patients, behaviors that 
prolong suffering and physician’s disagreement about the plan of care. A strength of the 
article showed that health care providers and family members learned the significance of 
disseminating information about pts and their family members. A weakness of the study 
focused on the limited knowledgebase of the nurse practitioner. An opportunity of the 
study focused on the learning element that provided family members with an understanding 
of terms related to lifesaving measures. The threat to the study dealt with the study being 
limited to intensive care unit nurses. The nurses felt that caring for dying patients was most 
stressful to nurses who must constantly care for the patients, whereas other providers 
contact was less frequent. The largest obstacle to providing end-of life care was multi­
physicians care which resulted in differing opinions about the direction of a patient’s care. 
The nurses saw a need for someone to care, share and help the patient and their family 
members to understand the care and treatment plan.
Borbosi, Redden and Votton’s (2005) data-based descriptive article entitled When 
All Else Has Failed: Nurses’ perception of factors influencing palliative care for patients 
with end-stage heart failure provided an excellent view of nurses perception of factors 
influencing care for patients in the palliative phase of end stage heart failure. The article 
showed a limited knowledgebase of the nurse practitioner’s role in end of life care. The 
article encouraged more studies to be done on nurses perceptions of factors influences
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care for patients in the palliative phase of end stage heart failure. It showed that nurses 
believed education of palliative care professionals about the physiology of heart failure 
(HF) and end stage heart failure (FSHF), and the education of acute care and cardiac 
nurses about palliative care, decreased the “philosophical divide” between these groups. 
The lack of innovative models of care diminished the ability to meet the needs of patients 
with FSHF and fostered overzealous treatment in the end stages. Responses about the 
complexities of FSHF care were congruent of the existing care. The article emphasized 
that palliative care should be delivered thru a holistic approach drawing on the 
knowledge and skill of a multi-disciplinary team. Unfortunately, the study did not seek 
to generalize its findings. The study also did not seek the multi-disciplinary views of 
nurse practitioners and medicine team members play a significant role in determining 
care for people with FSHF.
Morley, Flaherty & Thomas (2003) conducted a data-based qualitative 
ethnographic study with open interviews and content analysis (N=43), which was indexed 
in MFDLINF. Variables included patient perception, caregiver perception, end of life, 
clinicians, and connected system. Strengths of the study included interviews, which were 
conducted by three of the study authors after teaching and also rehearsal with a faculty 
member who has an expert in ethnographic research data analysis. Other strengths 
included having two professionals with extensive experience in qualitative research. All 
interviews were recorded. The open-ended qualitative approach minimized interviewer 
bias.
Weaknesses of the study were the homogenous sample size included primarily 
elderly Christian-Furopean-Americans and was limited geographically to the North
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Western US. Outcomes for this study validated previous research that end of life is a 
complex personal experience, which can be best understood by valuing the perspectives of 
patients, their caregivers, and healthcare providers. The perceptions of patients, caregivers 
and healthcare providers have commonalities but differ significantly in emphasis based on 
their role. Healthcare providers may develop a rapport for communication of treatment plan 
rather than focusing on the personal experience of the end of life patient and their 
caregiver. The danger lies in the potential to diminish the patient/caregiver experience and 
thus their life.
Threats in the study include homogenous sample of convenience that limits the 
ability to generalize the findings to the people of other ethnic origins and geographical 
areas of the country. Four major clinician, patient, and caregiver themes emerged from 
the analysis of the data. The themes were: awareness, management, coping relationship, 
and personal experience. Each major theme consisted of between two and six subtopics. 
The generalizability of the data obtained is limited due to the study design. Further 
research should involve the deliberate sampling of diverse populations.
Bottorff and Engelberg (1995) wrote an article that was indexed in MEDLINE.
The article explored the following variables: hospice, non-cancer, terminal, barriers, access, 
and theory based. The strength of this study was the author’s encouragement of the reader 
to reflect on the fact that hospice care is appropriate and beneficial to patients experiencing 
a terminal disease from diseases other than cancer. The lack of a visual schematic model 
may mask the intended meaning of the author and create weakness in the study. The 
outcome was the provision made for the foundation for future research. A major threat to 
the study was the lack of clarity in definition of terms, which may be a source of
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misinterpretation of the author’s intended meaning. This article examined the access 
barriers related to patients with terminal illness whose diagnosis was non-cancerous. It 
looked at the comparison of determining the terminality for cancer versus non-cancer 
conditions according the disease trajectory. The Robert Wood Johnson SUPPORT study, 
the largest study ever to explore dying, was utilized in the article.
The authors noted that whether hospice enables a good death may or may not be 
true. A good death was dependent to some degree on the management and the skill of the 
healthcare professional employed by a particular agency. Previous research showed that the 
wishes and directives of dying patients were ignored and the outcomes of professional care 
were prolonged. Barriers to hospice care identified were: inconsistent hospice admission 
criteria across the country, inconsistent national definitions for curative versus palliative 
treatment, and physicians being unknowledgeable about hospice care and referral. Some of 
the issues that cause a delay in an individual having access to hospice care included the 
patients’ lack of knowledge regarding hospice care, the lack of having a primary care giver 
to help make the decision, hospice admission criteria lacking uniformity, and physician 
related barriers. Many patients were referred to hospice late in the disease process and 
sometimes not at all. It was revealed that non-cancerous terminal conditions were often 
referred later to hospice per the difficulty in determining the patient’s prognosis.
Tutton and Seers (2004) that was indexed in CINAHL, was a databased descriptive 
(N=9), naturalistic study using Denzin’s model of interpretive interactionism. The study 
also was a theory-based descriptive (N=42) utilizing Personal Control Theory (Lewis,
1982). End of life and advanced practice nurse were the variables explored for the study. 
Study strengths included actual interviews of nine oncology nurse practitioner’s involved in
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the study. The study showed America’s value of self-determination and empowerment of 
people to take control of their own healthcare. The study also represents the first step in 
documenting a vital role of the nurse practitioner in patient preference for end of life care.
A weakness identified in the study was a small sample size and the sample, which 
included all subjects as being Caucasian females. The outcome was foundation for further 
study laid because little knowledge has been established regarding patient wishes in either 
end of life care or how nurses can support the patient decisions. Control at end of life may 
be culturally dependent and warrants further study with more diverse populations. A threat 
to the study was the inclusion of only nurse practitioner, which are involved with oncology 
subjects and nurse practitioner validation between the nurse practitioner’s perception and 
actual patient interview. Perception of patient desire for control could be a reflection of 
their demographic profile leading to bias. Studies investigated revealed that patients have a 
desire and need for control in life situations and manifestations while active in life as well 
as choices regarding end of life decisions. The findings, however, reflected considerable 
disagreement in regards to such preferences. Studies also revealed that the length of time of 
the cancer diagnosis did not alter their affect toward their attributions of their personal 
control of the wish in controlling their daily activities nor their attitudes. It also did not 
influence their attitude toward wanting personal control regarding health, effect, nor 
anxiety level. It was beneficial for the nurse practitioner working with end of life patients 
to have educational preparation in communication skills, clinical care needs, and 
appropriate care management strategies for end of life patients.
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Summary
The nurse practitioner’s role in end of life care is an important issue. The studies 
selected for the literature review, ranging from data-based to theory based, portrayed the 
nurse practitioner’s role in end of life care. Huey-Ming’s (2002) shared that being 
knowledgeable of one’s job role and function increases job satisfaction. Bryant and 
Graham (2002) revealed that many end of life patients did not have at least one of their 
many needs met during this stage of life. As the population has aged, the need for palliative 
care has increased. The article also showed the need for more to be done to secure comfort 
for the end of life patients. Kirchhoff ,et al (2004) showed that nurses and nurse 
practitioners need studies that allow them to voice their opinions about end of life care . 
Resnick and Andrew (2002) revealed that nurse practitioners were more understanding as 
healthcare providers and more likely to implement patient wishes in regards to their care. 
There appears to be a large deficit in quality of care during this stage of life. One of the 
largest areas of concern focused on the fact that some research studies, gave little attention 
to the concerns of participants who are terminally ill. The goal of the study was to facilitate 
clinical research that advanced medical practice and be sensitive to needs of the dying 
patients’ experience without diminishing the relationship between the patient and their 
caregiver.
The studies also shed light on barriers to end of life care. According to a 2005 
article, by Beckstrand and Kirch, a major problem to end of life care was multi-physicians 
with differing opinions about the direction of a patient’s care. Borbosi, Redden and 
Votton’s 2005 article showed that health care providers were in need of education about the 
physiology of diseases and disease processes. The lack of innovative models of care
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diminished the ability of health care providers to meet the needs of the patients. Bottorf and 
Engelberg’s 1995 article showed that more health care professionals referred hospice 
patients late in the disease process or not at all. It was revealed non cancerous conditions 
were often referred later to hospice per the difficulty in determining the patient’s prognosis. 
Morley, Flaherty and Thomas (2003) encouraged health care providers to develop a rapport 
for communication of the treatment plan rather than focusing on the personal experience of 
the end of life patient and their caregiver. Tutton and Seers (2004) found nurse 
practitioners to be more open to approaching an end of life discussion with their patients 
than physicians. A study by White Coyne, and Patel (2002) found that the majority of 
individuals desired and needed to have control over their end of life care throughout their 
lifespan. The study; however, did reveal that length of time a person was a nurse 
practitioner was noted to be more of a factor in the quality of care the patient received. It 
also addressed the importance of demonstrating a caring attitude for the promotion of a 




This chapter presented the parameters used for this research investigation. The 
approach that was used was that of an evidence-based practice systematic review. 
According to Strauss and Richardson, (2000) evidence-based practice attempted to 
integrate best research evidence with clinical expertise and patient values. The literature 
selection procedure and literature analysis procedure was detailed in this chapter.
Approach
A systematic approach was used to obtain information. An integrative literature 
review was used for the study. Evidence- based practice sought to integrate best 
research evidence with clinical expertise and patient values. A summary of current 
literature regarding the role of the nurse practitioner in end of life care was provided.
Literature Selection Procedure
A systematic search of CINAHL, MEDLINE, and the Cochrane Library was 
conducted for the relevant literature concerning the role of the nurse practitioner in end of 
life care. The reference list accompanying each article was then manually reviewed for 
further articles pertaining to the subject. Articles were selected based on inclusion of at 
least one of the relevant concepts, whether as the focus of the article or as part of a broader 
topic. Other informative articles were also included to further explore the knowledgebase.
The systematic review of the literature began with CINAHL to find relevant nursing 
literature on end-of-life care. Next, MEDLINE and then the Cochrane Library were 
evaluated for further relevant literature. Journal articles were obtained through the 
Mississippi University for Women library, via Internet databases and interlibrary loan. The
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review incorporated data beyond nursing literature to expand the knowledgebase for a 
thorough review, thus providing a multi-disciplinary approach.
References utilized were relevant and applicable to this investigation. The 
references were obtained from reputable and respected scholarly journals in the healthcare 
fields. The evidence-based practice procedure (Strauss & Richardson, 2000) for the 
systematic review comprises the following steps:
1. Convert the need for information (about roles, functions, job tasks, and 
causation, etc.) into research questions.
2. Ascertain the best evidence with which to answer the questions using a variety 
of database strategies
3. Critically appraise the evidence for its validity, impact, and applicability.
4. Integrate the critical appraisal with clinical expertise and the patient’s unique 
diagnoses, values and circumstances
Literature Analysis Procedure
The literature was collected, compiled, read and sorted. Then, the literature was 
placed into a critique. The critique was used to organize the literature reviewed by 
source and date, variables of interest, literature type and research tools, research design 
and sample size, theoretical foundation, references, and key findings. Data (provided in 
Appendix A) was analyzed in terms of strengths, weaknesses, opportunities, threats and 
relevance to the research questions. The relevancy of findings were then summarized 
utilizing a chart format to assist in application of findings to the clinical problem. The 
findings document the current state of knowledge available that is discussed in Chapter 
Four according to the research questions regarding end-of-life care.
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Summary
The process of literature selection and literature analysis provided structure to and 
elicited meaning from the research data obtained in the review of literature. This 
investigation allowed nurse practitioners to identify their roles role in end of life care and 
discuss barriers to utilization end of life care. Issues identified in this investigation 




Presentation of the Findings
The chapter’s goal was to submit the findings from the knowledgebase that were 
derived from this evidence-based systematic literature review. Knowledge based tables 
illustrated pertinent findings developed from this study. Findings from the literature 
reviewed were addressed in this section in terms of each research question generated for 
this section in terms of each research question generated from the scope of this study.
Knowledge Based Findings
In order to obtain the knowledge based findings, a systematic literature search of 
CINAHL, MEDLINE, and the Cochrane Library was conducted by the author. The 
literature review totaled 13 citations, which represented another 2875 references. Two 
research questions were provided in Chapter One. Findings from the literature reviewed are 
addressed in this section pertaining to what research questions generated for the scope of 
this study.
Research Question One
Research question one asks: What is the role of the nurse practitioner in end of 
life care? Nursing’s social policy statement indicated that nurses “attend to the full 
range of human experiences and responses to health and illness without restriction to a 
problem-focused orientation; integrate objective data with knowledge gained from an 
understanding of the patient’s subjective experience; apply scientific knowledge to the 
processes of diagnosis and treatment; and provide a caring relationship that facilitates 
health and healing (ANA, 1995).”Nursing as a discipline was uniquely qualified to 
provide comprehensive, effective, compassionate and cost-effective care and nurses
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serve as role models for members of other disciplines in promoting quality of life and 
quality of dying (Agrawal & Davis, 2002). With advanced knowledge of the physical, 
emotional, social and spiritual needs of seriously ill patients, nurse practitioner’s are 
prepared to model optimal care and to assume leadership roles in palliative care, both in 
practice and public policy arenas (Bryant & Graham, 2002). Surveys indicated that the 
American public expressed a high level of trust in nurses and their ability to provide 
valuable life-affirming interventions even as death approaches (2002).
Given that nurses were in every practice setting where patients are cared for and 
eventually die, advanced practice nurses are uniquely qualified and positioned to 
address the myriad needs facing individuals with life-limiting progressive illness. 
Clearly, collaboration with other providers (e.g., physicians, social workers) occured to 
attend to these vulnerable patients, but nurse practitioner’s have the knowledge and 
clinical judgment to prescribe, coordinate, implement and evaluate a comprehensive 
plan of care. All constituencies interested in health care when faced with a life-limiting 
illness hoped to personally receive care that promotes the quality of every remaining 
day of life. Advanced practice nurses provide the expert care to make this hope a 
reality. As they say, “Cure sometimes, relieve often, and comfort always (Jenny, S.& 
Logan, K. 1996).”
Based on the review of literature completed during this research project, the 
knowledge base regarding the nurse practitioner in end of life care was diminutive. 
Studies revealed that most healthcare providers were not offered educational training to 
sufficiently care for these individuals. Further research has been indicated per lack of
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education, training, and care in which to better serve individuals at this stage of life. 
However, in the discipline of nursing the facilitation of coping was taught in the early 
core courses. For example, altered function, a nursing diagnosis resulted in a decrease 
in an individual’s ability to carry out activities of daily living and expected roles, nurse 
practitioner’s can facilitate an optimal level of function through maximizing strengths 
and potentials, teaching, and knowledge of and referral to community support systems. 
Most importantly, nurse practitioner’s provided care to patients and families during 
terminal illness.
A table summarizing the characteristics of the citation is provided below.
Table 2
Characteristics o f Citations Reviewed
Citation Type Database
Beckstrand and Kirchoff (2005) Data-based
(Descriptive)
CINAHL




Bottorff and Engelberg (1995) Theory - 
based
MEDLINE
Bryant and Graham (2004) Data-based
(Descriptive)
MEDLINE






Morley et al (2003) Data-based
(Qualitative)
CINAHL
Resnick and Andrews (2002) Data-based
(Descriptive)
CINAHL
Tutton and Seers. (2004) Data-based CINAHL
(Descriptive)
Note. Total number of citations revealed =13.
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Research Question Two
Research Question two asks: according to the literature. What are some of the 
barriers that lead to the under utilization of the nurse practitioner in end of life care? A lack 
of knowledge and poor communication are barriers to quality healthcare. Patients lacked 
information regarding choices in relation to their illness (Borbasi, Votton & Redden, 2005). 
Often patients were not informed of palliative and hospice care, which may enhance a more 
desirable end of life experience. Patients who were referred to hospice were often late into 
their disease process and therefore were not able to take full advantage of the services 
offered by the hospice organizations (Ferrera-Reid, 2004). If patients were unaware of 
there choices related to their end of life experience, then they are definitely unaware of the 
health care provider that can render care. Nurse practitioners contributed to effective, high- 
quality care to end of life patients (2004).
Patients’ deaths were often prolonged unnecessarily per the inability of the 
healthcare provider to have the communications skills to relate to the individuals about 
their disease prognosis (Gabany,2000). Studies also showed that nurse practitioner’s are 
more comfortable with discussing issues related to advance directives with the end of life 
individuals than other healthcare providers (2000). Most literature, textbooks, policies and 
procedure manuals did not adequately address the needs of the patients during the end-of- 
life phase. Yet, due to the introduction of altered coping at the core level who knows better 
how to deal with death and dying than a nurse practitioner. Nurse practitioner’s have also 
been shown to possess a higher comfort level in discussing end of life decisions with the 
patient and their families per their education and experience. Due to lack of knowledge 
and the lack of communication about the benefits of using nurse practitioner’s in end of life
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care patients are not receiving the quality care they need and deserve (Thomas & 
McClements, 2002).
Practice-Based Application
In order to obtain the practice-based findings, a search for clinical practice 
guidelines housed in the world wide web (www) was conducted by the author. The web 
revealed no sites with clinical practice guideline holdings concerning end-of-life care. 
Therefore, the research questions were addressed in this section according to the 
knowledgebase findings resulting from the literature search.
Research Question One
Research question one asks: What is the level of knowledgebase regarding end-of- 
life care? A systematic search of the www revealed no best practice guidelines. A central 
feature of the patient healthcare provider-relationship was to alleviate suffering and to 
choose what was in the best interest of the patient and lean more toward the nature of 
science. The science, along with the discipline of medicine was more focused on 
generalizing knowledge and does not guarantee positive results for the individual involved 
in the care or treatment process. Research revealed healthcare providers lack awareness to 
what the end of life patient may be dealing with psychologically was often neglected. 
Literature also showed that nurse practitioner’s had an increased level of care in regards to 
being able to develop a relationship with the patient that promotes end of life discussions, 
and have been shown to provide more end of life care education to these patients than their 
physician counterparts.
Nurse practitioners (NP’s) adapted the following Precepts of Care, as identified by 
the Last Acts Task Force, to other professional functioning as nurse practitioners (Last Acts
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Precepts of Palliative Care, 1997). The nurse practitioner engaged in advance care 
planning with patients, particularly in the outpatient arena, as part of a comprehensive 
history-taking process. The nurse practitioner elicited the patient's values and wishes and 
use these to help direct care at the end of life. The nurse practitioner responded to all needs 
of a patient by assessing, diagnosing, and managing whatever emerges. This includes not 
only accurate diagnosis, but also competent treatment of symptoms of terminal illness.
Care encompassed meeting the physical, emotional, social, and spiritual needs of patients. 
The nurse practitioner worked with other organizations, such as hospice, to deliver 
seamless, comprehensive services. The nurse practitioner recognized and solicit the help of 
other professionals in meeting all needs of the patient and family. The nurse practitioner 
explored all resources available, such as friends and community services, to meet a variety 
of the patient's needs. The nurse practitioner sought to understand the caregivers' concerns 
as important considerations incorporated these as part of the plan of care. Caregivers asked 
to contribute their ideas for solutions as well. The nurse practitioner provided the 
communication, continuity and coordination, which is vital in caring for patients at the end 
of life. As patients move between settings, we provided the information about a patient's 
clinical status, family situation, and wishes about end-of-life treatment to assure continuity 
of high quality service. These are the duties of a nurse practitioner in end of life care 
composed by End-of-Life Task Force of ACNP (1997).
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Research Question Two
Research question two asks: Why are nurse practitioners under utilized in end of 
life care? Poor communication and lack of knowledge were the leading factors that 
contribute to the nurse practitioner being underutilized in end of life care (Abyad, 2004). 
Patients and their family members were unaware of the role other nurse practitioner in end 
of life care as evidenced in the review of literature (Abyad, 2004). For example, pain and 
symptom management, and consult for hospice eligibility were some of the topics 
addressed to research studies that have shown the end of life patient lacks awareness of 
what the individual may be dealing with not only physically but also psychologically 
(Agrawal & Davis, 2002).
For the sake of the patients and their families, nurse practitioners should come 
together to remedy this problem. In July 2001, Promoting Excellence in End-of-Life Care, 
a national program office of The Robert Wood Johnson Foundation, convened a group of 
advanced practice registered nurses to discuss the state of palliative care advanced practice 
nursing in the United States, to identify gaps in and barriers to that practice, and to develop 
strategies for the future (Bottorf & Endelberg, 1995). The report from this day-and-a-half- 
long meeting. Pioneering Practices in Palliative Care, had three objectives: to facilitate 
conversation among nursing leaders about how to improve the state of palliative care 
advanced practice nursing, to illustrate successful models of pioneers in advanced practice 
nursing and to promote the advanced practice nurse’s role in providing palliative care 
(1995). Nurse practitioner’s roles were clearly defined, to alert the patients and their 
families to their roles, responsibilities and benefits in end of life care.
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Summary
This chapter presented the feelings of the knowledgebase that was derived from this 
evidence-based systematic literature review. Pertinent findings were discussed according to 
each of the research questions posed in Chapter One. A search for the World Wide Web 
was performed to find the best practice guidelines pertaining to the four questions posed in 
Chapter One. No best practice guidelines were identified.
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CHAPTER V
Evidence Based Conclusions, Implications, and Recommendations
A key focal point of the patient healthcare provider-relationship has been identified as 
alleviating suffering and choosing what is in the best interest of the patient. Clinical 
practice standards have always leaned more toward the nature of science. The 
concentration of science focused on generalizing knowledge and did not guarantee positive 
results for the individual involved in the research, when the care was not patient centered. 
Concerning individuals requiring end of life care, the knowledge base was limited. A lack 
of awareness of what end of life patients and their families experienced existed.
(Beckstrand & Kirchoff, 2005). Patients at the end of life stage were recognized as often 
vulnerable with unique needs as they try to cope with their disease process (George, 2002).
Summary o f the Investigation 
This literature review was undertaken with the focal point related to discovering the 
available literature regarding level of knowledge for end of life patient care. A review of 
the literature indicated the need to further the level of knowledge regarding patient end of 
life care. Limited numbers of studies have been done on caring for these individuals. 
Literature revealed that end of life patients not only may suffer ill-fated deaths, but often do 
not receive information regarding their disease prognosis and may have needless treatments 
and procedures (Bottorf & Engelberg, 1995). The chapter provided a summary of the 
literature review, including interpretation of the findings and the conclusions drawn from 
the findings, as well as, limitations of the study and recommendations for further research.
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Interpretation o f Findings with Conclusions 
According to the literature analysis, the findings from this investigation demonstrate 
a gap in the literature regarding care for the individual who is in the end of life care setting. 
This paper attempted to merge the available material related to care of end of life patients. 
An examination of the literature exposed that this is an area that requires further 
investigation and research. Conclusions drawn from the findings disclosed that patients 
and their caregivers often lack in information regarding their status and the progression of 
their disease (Green, 2002). This was a key reason why patients lacked appropriate end of 
life care. Nurse practitioners were known to be more comfortable discussing end of life 
issues and decisions with these individuals as they have worked with this population patient 
for many years (Tyree & Greenberg, 2005). In this section, the interpretation of the 
findings were presented in response to each research question.
Research Question One
The first research question asked, “What is the role of the nurse practitioner in end 
of life care?” Research indicated that the level of knowledge regarding nurse practitioner 
care in end of life was limited.
Research Question Two
The second research question asked: According to the literature, how can nurse 
practitioners be utilized more in end of life care? Informing the patients and their families 
about the nurse practitioner’s role and the nurse practitioner’s contributions to cost- 
effective, high-quality end of life care, have been found to alleviate the problem relating to 
the underutilization of nurse practitioner in end of life care.
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Limitations
The limitations identified in this study deal with the lack of published literature 
available to use as a resource, the inability to generalize beyond the scope of the research 
and the lack of original instruments to measure nurse practitioner care. The research was 
limited to specific populations with specific diseases. Therefore, the findings were not 
applicable to all patients in end of life care. More so, questionnaires were needed to 
address pertinent questions and issues regarding family members and nurse practitioners 
who have participated in end of life care.
Implications and Recommendations
The review of the literature revealed limited documentation on nurse practitioner 
caring for end of life patients and their family members. Further study was essential for all 
aspects of the patient/ provider relationships in end of life care. The knowledgebase was 
limited in end of life care. Educational curriculum often did not address end of life care. 
Many healthcare providers found it very challenging to discuss end of life issues and the 
services that were available for the patients. The investigation of the literature regarding 
the knowledge level of the nurse practitioner in end of life care setting resulted in 
implications and recommendations focused on nursing theory, nursing research, advanced 
nursing practice, nurse practitioner education, and health policy. Each of these areas were 
reviewed and discussed in this section.
Nursing Theory
The theoretical foundation for this study was Kolcaba’s Comfort Theory. Kolcaba 
(1994) used definitions as the technical senses of comfort: ease, relief, and transcendence. 
The theory as related to comfort thus provided the framework to explore the literature
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regarding the type of care nurse practitioners provide in end of life situations. More 
theory development and research were needed to validate evidence-based practice.
Nursing Research
The level of healthcare knowledge regarding nurse practitioner care of the patient in 
the end of life care setting was very limited. Nursing research emphasized the importance 
of testing and re-testing pre-existing knowledge and tools in palliative care. Nursing 
research assessed multiple dimensions including physical, psychological, social and 
spiritual needs to improve quality at end of life (Kolcaba, 1994). If the previous were 
achieved then the knowledge from palliative and end of life care research could be applied 
to education and care. This improvement benefited the patient, but family members as well.
Advanced Nursing Practice 
Nurse practitioners recognized dynamic changes in population demographics, 
health care economics and services delivery that necessitate improvements in palliative and 
end of life care. They also explored attitudes, feelings, values, and expectations about death 
and grief and the individual, cultural, and spiritual diversity existing in beliefs and 
traditions. Nurse practitioners promoted the provision of palliative and end of life care to 
the dying as desirable and an integral component of care. The nurse practitioners 
effectively communicate with the patient, family, and health care team about palliative and 
end of life issues. Nurse practitioners understand legal and ethical principles in the analysis 
of complex issues and end of life car, recognizing the influence of personal values and 
professional codes. For an increase in the nurse practitioner’s knowledge base, it has been 
identified that nurse practitioners must create a marketing effort inclusive of patients and 
their families to promote their unique roles in the end of life care experience.
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Nurse Practitioner Education
Due to the lack of knowledge and communication on the nurse practitioner’s role in 
end of life care, it is imperative that nursing education aid in the increase of recognizability 
of nursing as scholarly with academic qualifications, research, and publications specific to 
nursing becoming more widely accepted. Unfortunately, the practice has been common for 
patients to be uninformed about their disease process. Nurse practitioners have effective, 
proven teaching skills and communication skills that should be utilized in end of life care.
Health Policy
The nurse practitioner has to assume a leadership role in promoting healthcare 
through education, legislation, and social policy change. Employees and their leaders, 
who understand the implications, have the potential to make necessary changes, and 
improve job performance and patient care outcomes. Palliative care initiatives and 
strategies have improved the experience in end of life. Ultimately, the strategies created 
could possibly inform more people about the role of the nurse practitioner in end of life 
care and the under utilization of the nurse practitioner in end of life care. Nurse 
practitioners provide cost-effective, high-quality care for end of life patients. The 
traditional medical model did not adequately address end of life care for the patients or 
their family members. Therefore collaboration was noted as essential with professional 
groups, policy makers and community leaders to provoke healthcare reform and create a 
change in the medical model.
Summary
A primary tenet of palliative care is that clinical professionals were aware of and 
respect patients’ treatment wishes. The challenge of caring for the chronically and
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terminally ill aging population was increased by shortages of health care providers and, in 
particular, nurses practitioners. Resulting in an erosion of the ability of health care 
providers to respond to the chronically and terminally ill, nurse practitioners have been 
identified as possible solutions to this health care problem. Capable of treating patients 
and respecting their treatment wishes, nurse practitioners provided high quality, cost 
effective care to end of life patients.
The research questions asked were: (a) what is the nurse practitioner’s role in end- 
of-life care? (b) According to the literature, why are nurse practitioners’s under utilized in 
end of life care? A systematic review of literature using a computer search CINAHL, 
MEDLINE, and the Cochrane Library identified the gaps in the nursing knowledgebase 
regarding the role of the nurse practitioner in end of life care and the underutilization of the 
nurse practitioner in end of life care. Literature on the nurse practitioners role in end of life 
care, along with the underutilization of the nurse practitioner was scant. Kolcaba’s Comfort 
Theory (1994) philosophy served as the theoretical foundation for this clinical project and 
guided the systematic review through data collection of the healthcare literature. In the 
evaluation regarding end of life care, emphasis was placed on the situation, where the nurse 
practitioner cares for the patient at a unique point of care. End of life care was need 
specific.
The need for further attention to end of life care in advanced practice nursing 
literature was critical. Evidence-based practice modalities utilized current perspectives in 
the treatment of end of life care are essential for the nurse practitioner. In the brochures that 
contained end of life information, neither the nurse practitioner nor the Advanced Practice 
Registered Nurse were mentioned in end of life care. As America’s grow older, the need
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for cost effective, efficient care has increased (Riley & Ross, 2005). Research showed that 
nurse practitioners have provided cost, effective, efficient care in end of life care. However, 
their contributions were not significant enough for them to be mentioned in the hospice and 
palliative care manuals that were reviewed. There was a failure to communicate and failure 
to inform people about the role o f the nurse practitioner in end o f life care (Morley, 
Flaherty & Thomas, 2003). The integrated literature review attempted to shed light on the 
problem and find plausible solutions.
No matter how much prevention and treatment o f illness we practice, everyone dies. 
Expensive technologies that may save lives and restore health in other circumstances 
frequently increase suffering and prolong our final days. As the role of the nurse 
practitioner evolves, it has been recognized that nurse practitioners must inform their 
patients and other health care professions about their ability to provide, comfortable, cost 
effective care for end o f life patients.
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